plete of these instruments is the 248-Item Mental Status Schedule, developed at Colum bia by Spitzer et al. (19) and translated into French under the title of "Bilan des Fonctions Psychiques"^. Table I presents those items which differentiated patients from the two cultures during a 1967 study. The schizo phrenics were seen at two unilingual Mont real psychiatric hospitals and a bilingual On tario one, and these samples were matched to the extent that all were young, male and had been ill for between six months and five years. The depressives were middle-aged women who were interviewed prior to treat ment at two Montreal general hospitals, and who carried a diagnosis of endogenous de pression. Nearly all the interviews were con ducted by the same bilingual psychologist, Dr. M. Saunier.
The differences between the two ethnic samples are marked, and for the schizo phrenics are as strongly marked in the bilin gual Ontario hospital as in the two unilingual Montreal ones. Some of the differences may be due to variation in communication style, for instance Item 5, which is rendered suspect by the fact that the British Canadians were more reluctant to admit to hallucinations than were the French Canadians. However, two clusters stand out and are unlikely to have depended on style of communication.
In Table I the first cluster (Items 1,2,3 and 11) suggests that French Canadian schizo phrenics are highly concerned and perhaps delusional respecting interpersonal relations, while the British Canadians are largely in different to these. The second cluster (Items 6,8 and 9) suggests that difficulty in thinking is commoner in British Canadian depressives than in French Canadian depressives, but that the reverse may be true of schizo phrenics.
For these differences in responses to a standard interview to indicate genuine differ ences in psychopathology it would be neces sary to find some evidence that similar tend encies are seen in the behaviour of these patients but not to the same extent in healthy people. Fortunately there is evidence in both these directions. A study of Veteran patients with advanced alcoholism (4, 15) has shown that despite this disease the French Canadian patients have largely maintained their social involvements, whereas the Anglo-Protestant+tt patients have not, and that the latter failure extends to a neglect of conformity with social norms and a consequent police record -see Table II . Also the Anglo groups, tttln this study the patients were classified by lan guage and religion rather than by 'origin'; but the AngloProtestants were mainly of British background.
both Catholic and Protestant, show through their more frequent blackouts a greater tend ency towards organicity and thought dis order, even though the groups were very similar with respect to age, education and the percentages having experienced delirium tremens, jitters and early morning drinking.
On the other hand, in more normal sub jects such differences do not appear. A series of household surveys conducted in Mont real (5) with the symptom check list de vised by Langner (9) has shown that French Canadians and British Canadians do not differ significantly on such matters as feeling alone when among friends or having diffi culty in remembering things, but only with respect to somatic preoccupation -higher among the French Canadians -and con sidering oneself to be 'the worrying type' -higher among British Canadians. The samples for this comparison were not as carefully matched as in the aforementioned studies, but the broad conclusion would appear to hold. In consequence, it seems reasonable to assume that the two main differences record ed in Table I -orientation towards inter- personal relations and thought disorderrefer to the forms which mental disorders take in the two peoples and not just to dif ferences in normal orientations or communi cation styles. One Item (No. 10) in Table I probably does reflect a difference in normal orientations, so that no stress should be put upon it. The foregoing symptom comparisons re late to the psychoses and to alcoholism; for the neuroses there is one further source that can be referred to, namely the drug trial data, which will be discussed later at greater length. When sets of patients with depressive neurosis were chosen from an Anglophone clinic and from a Francophone clinic near Montreal prior to assessing their responses to two drugs, there were four main symptom categories on which the partially matched ethnic samples differed (see 'Levels at com mencement' in Table VI ). The Franco phones showed greater psychomotor retarda tion and tendencies to demand attention, while the Anglophones showed more guilt feelings and compulsiveness. Since the data on these patients were collected for reasons other than cross-cultural comparisons it is not certain that the samples are represent ative and the recording of symptoms strictly uniform, but insofar as the results are valid they seem to show an interesting difference from the patients with endogenous depression -something which is not unexpected.
Diagnosis and Incidence
The foregoing indicates how the two sub cultures generate different symptomatic em phases with respect to mental disorder, but such differences are of little import unless they are linked to differences in the risk, course and treatability of this disorder. If two patients have different symptoms but re cover with the same treatment, the difference in symptomatology has more academic than practical relevance, and it is the latter with which this paper is concerned.
However, differences in incidence and course can also be found. Starting with the incidence of first admissions to mental hos pital, Table III from Quebec will be presented below. In this Table there are three broad differences or shifts in emphasis. First, whereas the British Canadians have the significantly higher ad mission rates above the age of 65, the French Canadians have the higher ones before that age. Second, and partly related to the fore going, while the British Canadians have the excess of patients with organic psychoses, the French Canadians have an excess of those with functional psychoses. Third, while the occupation-specific rates for the main whitecollar occupations are much higher for the British Canadians than for the French Cana dians, the reverse is true in the main bluecollar occupations. (For the sake of clarity, categories such as 'transport', which yielded no culture-associated differences in rate, have been omitted.) Since in all normal societies the blue-collar groups exceed the white-collar groups and the under 65s exceed the over 65s, it follows that the overall rate for French Canadians should usually exceed that for British Canadians in .these provinces. In Quebec the picture could be different, since there the French Canadians are in the majority, and it must also be recognized that differences in hospitalization rates may dis appear when the enquiry is enlarged to cover those who are not hospitalized. However, the main data available concerning the frequency of both hospitalized and non-hospitalized psychoses in sample Quebec populations sup port the impression that the French Cana- dians are on the whole more vulnerable. Table IV summarizes the results obtained from a survey of rural communities in Que bec and Ontario, these communities being similar with respect to distance from a city, mean income level, and access to services, but differentiated with respect to cultural background. The three 'traditional' com munities were chosen to be typical of the long-established French-speaking farming population. The three 'modern French' were more bilingual, more oriented towards nonfarming occupations, and less unified in their value orientations, but to that extent less typical of rural Quebec life. The three AngloProtestant communities were also mainly oriented towards farming and reasonably typical of British Canadian groups in Eastern Ontario and Western Quebec, while the two Anglo-Catholic communities re presented a self-declared minority which had resisted absorption into the larger AngloProtestant or French-Catholic majorities around them. A standard approach to caseidentification and diagnosis was applied in all communities by Dr. M. Lemieux and the author, with emphasis being placed on the existence of current pathology, regardless of whether the subject was in the community, in hospital, or temporarily absent. A fuller description of this study is given in a previous paper (11) . From Table IV it is clear that the prevalence of both currently active cases and inactive former cases is higher in the communities of French origin than in those of British origin, with the difference affecting all diagnostic categories, but being greater among the never hospitalized than among the currently hospitalized. Regarding incidence there is less of a difference and this does not exceed chance expectation, the number of persons in each population being too small to yield more reliable results, but such dif ferences as do exist are in the same direction. Since the 'modem' communities yielded sub stantially lower prevalence (though not in cidence) rates than the 'traditional', and since Quebec is modernizing rapidly, it is possible that the former are the more repre- sentative of today's society or that the picture has improved still more. However, since Protestants of British origin greatly outnum ber Catholics of British origin, the overall impression given by these data is that in the Province of Quebec, as in other prov inces, mental disorder is more frequent among the French Canadians than among the British Canadians, particularly if the never hospitalized are included.
Chronicity and Response to Treatment
Because the gap between prevalence rates was greater than that between incidence rates in Table IV , it seems probable that in these communities the French Canadians suffered not just a higher incidence but also a higher chronicity of mental illness than did the British Canadians. This inference is support ed not just by an examination of the reported duration of the illnesses in each community, but also by an analysis of the duration of stay of the patients hospitalized in the seven other provinces. Table V shows the percentages of patients staying more than 18 months in hos pital, and for almost every category that per centage is higher for those of French origin than for those of British origin. § § Presum ably, therefore, the former do not respond to treatment so well; yet there is opposite evi dence elsewhere.
When two anxiolytic drugs were tested in respectively a French-speaking and an English-speaking outpatient clinic near Mont real, using the full battery of the NIMH Early Drug Trials method, it was found that although no significant differences appeared between the effects of the drugs, there were substantial differences between the results obtained at the two locations (1,13). Ratings for each patient were made before, during and after treatment, not just in terms of global assessments but in terms of individual symptoms and signs recorded with such in struments as the Wittenbom Scale (20) and SSThis difference remains roughly the same whether one considers all first admissions or only the schizo phrenic ones. physiology of French and British popula tions have not been recorded, and clinical im pressions are that the Anglophone group, with its greater obsessiveness, would be more diligent about taking its medication than the Francophone.
Respecting response to treatment, there fore, there are two findings. When the pa tients are psychotic and in hospital, French Canadians seem to improve less rapidly than the British Canadians; when the patients are neurotics being treated in outpatient clinics, the British Canadians seem to improve less rapidly than the French Canadians. The lat ter finding receives some support from the alcoholism study (Table II) insofar as its French Canadian patients were better re settled socially after their treatment than were the Anglo-patients. The former findings receive some support from the village study, insofar as the 'traditional' French Canadian cases had the highest level of chronicity and the 'modern' had the highest frequency of relapses after hospitalization. However, it the Brief Psychiatric Rating Scale (16) . Also, note was taken of any unintended sideeffects. As can be seen in Table VI , the Francophone patients showed significantly greater improvement than the Anglophone patients with respect to the symptoms of ob sessiveness, indecision and feelings of guilt, and they also showed more marked side effects, whereas there was no measure on which the Anglophones improved more than the Francophones. These results could have been obtained if the Anglophones had been more negligent regarding taking their medi cation, if there were genetically-based dif ferences in the absorption and metabolism of the anxiolytics, or if the two psychiatrists doing the ratings had had markedly different approaches to their tasks; but each of these is highly unlikely.* The psychiatrists were fully trained in the standard use of the rating instrument, metabolic differences between the tOther studies have shown that ethnicity or culture can undoubtedly affect the susceptibility of patients to psychotropic drugs.
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Discussion
The observations presented in this paper provoke two quite different questionshow have such differences arisen? and what use can be made of this knowledge? (A third question as to how reliable the observations are must be tested by further research, and therefore discussion before this is done is un likely to be fruitful.)
For an explanation of the differences the obvious first resource lies in the cultural values and attitudes of the two peoples. Here a key dimension is the communality-individuality one. It is generally accepted that French Canadians are more family-oriented (6) and more community-oriented (21) than British Canadians who, conversely, put more stress on individualism. One natural consequence of this is that patients suffering a loss of social ties, whether real or imagined, are more likely to be concerned about it if they are French Canadian than if they are of British origin. A second equally natural con sequence is that the former group will put more effort into maintaining social ties, whether sick or well. Negrete has shown (14) that French Canadians are more tolerant of family members who drink heavily than are Anglo-Protestants, and Kothari (7) has found that the former are more concerned than the latter to obtain and to maintain good social relations at work. However, the converse of this is that high tolerance can convert to relatively high intolerance once someone exceeds a certain level of permitted deviancy, since the degree of irritation pro duced by extreme deviancy is much greater when social contacts are close than when they are loose. Hence it has been noted both in the Prairies (8, 17) and in Quebec (11) , that while the French Canadian public was slower to label mental disturbance as deviant than were the Anglo-Canadians, its labels and actions were more extreme once that point was reached. In the Prairies the terms 'crazy' and 'insane' were applied to psy chiatric patients, whereas the Anglo-Protes tants tended rather to refer to 'patients' and the 'mentally ill' (17) . In Quebec, the tradi tional villages put up considerable resistance to the return of patients from mental hospi tal, and both there and in Saskatchewan the mental hospital was more likely to be seen as a place of exile or exclusion by the French Canadians than by the British Canadians, al though the general hospital psychiatric unit and the outpatient dinic were regarded quite differently. One immediate consequence of this is that the treatment of an outpatient is likely to receive less aid from the community if he is British Canadian than if he is French Canadian; but with the treatment of patients in mental hospitals the position is likely to be reversed.
A more distant and more debatable con sequence concerns the risk of mental illness. Individualism demands more personal effort and, in a social setting, more internalization of norms than does an orientation towards communiality. With communality there is a greater sharing of responsibility between the brighter and duller members, so that the latter need not exert themselves as much, and since there is more interaction with others the need to internalize these others is less. In an individualistic society, therefore, comparatively more disturbances associated with too strong or too weak a superego (guilt feelings or anti-social behaviour) might be expected** and also more 'organicity' if such organicity is related to the amount of constant vigilance and effort demanded of the individual. (Arteriosclerotic psychosis is higher in single immigrants than among the native-born population of equivalent age, or among immigrants in groups.) Conversely, however, an orientation towards communality could be expected to increase suscept ibility to the depression which is consequent to loss, to the disorders associated with social isolation, and to the type of cultural 'doublebind' which occurs when a person's milieu puts apparently conflicting demands upon him, as described in earlier papers (11, 12) . These suggested consequences would lead us to expect that the more individualistic British Canadians would show a greater frequency of superego-associated symptoms or disorders and a greater frequency of certain types of organic brain syndrome, while the more communalistic French Canadians would show a greater frequency of simple reactive depres sion, isolation disorders, and schizophrenia. They do not lead us to expect more alco holism in the one ethnic group than in the other and they do not directly predict the marked differences in occupation-specific in cidence rates shown in Table III . However, there is another basic difference between the two cultures which could perhaps account for the latter observation.
This difference concerns the orientation to wards achievement. There has been much debate on this subject, but the evidence sug gests that in comparison with the British Canadian the French Canadian suffers less from an intense need to achieve (10) , is readier to accept the idea that his place in society is predetermined (3), is less disturbed by failure to achieve a stated goal (21), and and (as mentioned previously) is more con cerned with the social results of his work than with its material results (7). In con sequence of this, he would expect to be relatively well-satisfied with having attained a reasonably rewarding and comfortable po sition in life, whereas the British Canadian is more likely to go on driving himself in this situation, and to neglect the social supports and rewards which he could possess. In other words, the French Canadian might be ex pected to use his white-collar position to escape from stresses whereas the British Canadian would be more likely to continue creating stresses within himself.
That last point, assuming the hypothesis to be true, is not something which the clin ician can do much about, but pointers to action can be found in the data presented above. For the average French Canadian patient the data suggest that the therapist should make special efforts to maintain the existing social contacts and to seek some way of working with them. For the average British Canadian patient this working with the exist ing milieu is, judging from these data, prob ably going to be less important than working with him as an individual, but the finding of new social contacts for the patient may be more important. Sending the patient to a distant hospital appears to carry greater dangers for the French Canadian than for the British Canadian, and conversely the sending of social workers to visit the family appears to be more worth attempting with the former than with the latter. The problem of persuad ing the patient to accept himself probably needs greater attention in the British than in the French-origin group, and in community work more effort should be put into locating isolated, older persons among the former than among the latter population. Regarding drug treatment, it seems worthwhile experi menting with dosage and being more alert for side effects among the French Canadians than among the others, but the findings here relate to a single family of drugs only, and undoubtedly demand verification.*** Finally, where employment is proposed as a means of rehabilitation, the nature of that employment must be viewed differently for the two groups, since for the British Canadian it has to provide a means of improved self-image, while for the French-Canadian it should have social interaction with it.
The foregoing hypotheses and recom mendations are generalizations, not expected to be applicable to each individual patient. No explanation or application has been sug gested for the curious finding in Table I that thought disorders are commoner among French Canadian hospitalized schizophrenics ***Boszormenyi has reported that French Canadian schizophrenics receive (and hence presumably require) considerably higher dosage of phenothiazines than do schizophrenics in Hungary, and they also require the treatment to continue longer. However, he did not com pare the former patients with British Canadians or at tempt to allow for differences in treatment orientation in the two countries (2).
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Vol. 19, No. 3 but the. reverse is true with respect to de pressives, and this invites further research. Regarding the suggested explanations, it must be remembered that they are based on pre dominantly rural groups of subjects or at least not usually on subjects from large cities. In large cities it would be expected that cul tural differences would diminish, and cultural influences on psychopathology should in con sequence also be smaller. However, although smaller they can be expected to survive, and thus it seems worthwhile for even the urban clinician to anticipate them.
Summary
A series of studies over the past decade has shown that Canadians of British origin differ from Canadians of French origin with respect to the symptomatology, frequency, course and probably the treatability of mental disorder. French Canadian schizophrenics exhibit more concern with real or imaginary disturbances of social relationships, whereas British Canadian schizophrenics and alco holics alike exhibit a greater disregard for such relationships and for the support that goes with them. French Canadian depressives have a greater tendency towards psycho motor retardation and somatic concerns, whereas British Canadian depressives show a greater concern with guilt feelings, obsessiveness, and greater signs of thought disorder.
First hospitalizations are proportionately more frequent among British Canadians than among French Canadians in the white-collar strata, but the reverse is true in the bluecollar. The British Canadians have the higher incidence of organic disorders, but the French Canadians of the functional ones. When patients are sent to mental hospital the British Canadians tend to achieve earlier dis charge than the French Canadians, but when treatment is given in an outpatient clinic there is some evidence that the French Canadians show the better recovery rate.
Connections are suggested between these findings and more general differences be tween the two cultures and it is suggested that clinicians may be able to put such knowledge to practical use. In particular, it is suggested that attention to maintaining social ties is more important for the French Canadian patient than for the British Cana dian who conversely requires more attention to be paid to his intra-psychic ties.
